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Long-term results of above the knee femoro-popliteal bypass depend
on indication for surgery and graft-material
Berglund J, Bjorck M, Elfstrom J, et al. Eur J Vasc Surg 2005;29:412-8.
Conclusions: Femoral popliteal bypass above the knee with saphenous
vein provides good long-term results. Femoral popliteal bypass with ex-
panded polytetrafluoroethylene (PTFE) to the above-knee popliteal artery
for claudication cannot be recommended. Occlusion occurs often and
frequently leads to critical limb ischemia.
Summary: The study was designed to determine long-term results of
above-knee femoropopliteal bypass with expanded PTFE vs autologous
saphenous vein in a community surgical practice. Data were derived from the
Swedish Vascular Registry and were reviewed retrospectively. The study
used patients undergoing above-knee femoral popliteal bypass in 1996 and
1997. Results were assessed between 5 and 7 years later. Data were obtained
from clinical follow-up and from review of case records. The end point used
in this study was a composite end point of graft failure that included graft
occlusion, death within 30 days, major amputation, extension of the graft to
the below-knee popliteal position, and removal of an infected graft. Cox
proportional hazard ratios and Kaplan-Meier curves were calculated.
There were 499 patients who underwent above-knee femoral popliteal
bypass for either critical limb ischemia (56%) or claudication (44%). Seventy-
two percent of the grafts were expanded PTFE, and 28% were saphenous
vein. Patient characteristics did not differ significantly between the patients
with vein or PTFE grafts. Data analysis indicated that risk factors for graft
failure were critical limb ischemia and a PTFE graft. With respect to the
composite end point, patients treated for claudication and patients treated
for critical limb ischemia with saphenous vein grafts had better long-term
results than those treated with PTFE grafts (P  .03 and P  .003,
respectively). Of the 220 patients who underwent surgery for claudication,
graft failure occurred in 79. In 32 of these patients (41%), graft failure was
associated with deterioration of symptoms compared with the preoperative
status, and in 42% an urgent reoperation was required. All patients but one
who had symptom aggravation with graft occlusion had PTFE grafts, and all
urgent reoperations were performed in patients with PTFE grafts.
Comment: This study used a unique end point in the evaluation of
saphenous vein vs PTFE grafts. The composite end point described was used
to include all graft-related events that may be considered procedural failures.
The end point is unusual but perhaps better reflects the overall potential
problems of infrainguinal bypass grafts than the usual patency end points.
On the basis of the authors’ data, it is difficult to argue with their conclusion
that saphenous vein grafts should be used for femoral popliteal bypass
whenever possible.
Multi-Detector Row Computed Tomography in Suspected Pulmonary
Embolism
Perier A., Roy P-M., Sanchez O., et al. N Engl J Med 2005; 352:1260-8.
Conclusion: A diagnostic algorithm employing D-dimer testing and
multi-detector row CT scanning can be used to rule out pulmonary embo-
lism (PE) and obviates the need for lower extremity venous ultrasound
scanning.
Summary: Recent studies indicate patients that do not have high
clinical probability of PE and who have both a negative single detector CT
scan of the chest and a negative venous duplex study of the lower extremities
have only a one to two percent risk of venous thromboembolism (VTE) in
the following three months. (Lancet 2002; 360:1914-20 and Am J Med
2004; 116:291-9). This is similar to the rate of VTE that occurs in patients
evaluated for PE who had a negative pulmonary angiogram (Clinic Radiol-
ogy 2001; 56:838-42). Multi-detector row CT scanners improve visualiza-
tion of sub- segmental and segmental pulmonary arteries suggesting that
they may be more effective in ruling out PE than single detector CT
scanners. In this study, the authors evaluated whether multi-detector row
chest CT scans in combination with D-dimer measurements, and without
lower extremity duplex scanning, could safely rule out PE.
There were 756 consecutive patients drawn from three separate hospi-
tals who were managed according to a standardized diagnostic strategy. All
patients were followed for three months. The diagnostic strategy involved
sequential noninvasive tests and clinical determination of the clinical prob-
ability of PE. Patients with D-dimer levels less than 500 micrograms per liter
and with low or intermediate clinical probability of PE received no further
testing. Patients with D-dimer levels greater than 500 micrograms per liter
and with a low or intermediate clinical probability of PE underwent venous
duplex scanning of the proximal lower limbs as well as muliti-detector row
CT scanning of the chest. If either test was positive patients underwent
anticoagulant therapy. Anticoagulation therapy was withheld when both
tests were negative. Patients with high clinical probability of PE did not have
D-dimer testing. They underwent both CT scanning and lower extremity
duplex scanning. If either test were positive the patient was treated with
anticoagulation. If both tests were negative pulmonary angiography was
performed.
PE was found in 194 of the 756 patients (26%). There were 82 patients
with high clinical probability of PE. Multi-detector row CT scanning
demonstrated PE in 78 of the 82. Of the 674 patients with low or interme-
diate clinical probability of PE, 34% (n232) had a negative D-dimer assay
and uneventful follow-up. Of the patients with low or intermediate clinical
probability of PE and a positive D-dimer test, CT demonstrated PE in 109.
Three hundred and eighteen of the patients with low or intermediate clinical
probability of PE had negative CT scans of the chest and negative venous
duplex scans of the lower extremities. During follow-up, three of these
patients had a definite VTE event with two possible deaths secondary to PE.
This gives a three-month risk of VTE of 1.7% (95% CI, 0.73 to 3.9). If
D-dimer andmulti-detector rowCT scanning had been the only test utilized
to rule out PE, and lower extremity ultrasound had not been performed, the
3-month risk of VTE in patients without detectable PE at the time of initial
evaluation would have been 1.5% (95%CI, 0.8 to 3.0%).
Comment: The data suggests the combination of D-dimer testing and
multi-detector row CT scans of the chest employing the author’s diagnostic
algorithm can be used to effectively rule out PE. Whereas a larger study is
clearly needed to validate this approach, it does appear that the inefficient
and ineffective utilization of lower extremity venous duplex scanning in the
evaluation of patients with possible PE can be eliminated.
Effect of Physical Activity after Recent Deep Venous Thrombosis:
A Cohort Study
Shier I, Kahn SR
Medicine and Science in Sports and Exercise, 2005, 37; 630-634.
Conclusions: For most people with deep venous thrombosis (DVT),
exercise at one month does not worsen venous symptoms and signs over the
subsequent three months. More than 50% of patients with lower extremity
DVT resume usual activity levels within four months.
Summary:The authors sought to examine the effect of physical activity
on symptoms and signs of venous disease following DVT. This was a
multicenter prospective cohort study of patients with acute DVT. The
patients were administered validated questionnaires at baseline, one month,
and four months following DVT and assessed for post-thrombotic scores
(PTS).
There were 301 patients entered into the study and followed for four
months. Of these, 25 % were inactive and 25% were only mildly active before
their DVT. There were 151 males and 150 females with the mean age of the
males being 57 years and the mean age of the females 53.4 years. Fifty-seven
point six percent of the males have proximal DVT and 51.3% of the females
had proximal DVT. Approximately 95% of both males and females had
symptomatic DVT. Approximately 15% of males and females had concurrent
pulmonary embolism.
By univariate analysis, physical activity at one month was not associated
with a change in the PTS score between one month and four months
(p0.42). With adjustment for potential confounders of pre-DVT physical
activity, disease severity at one month, age, and sex, results suggested
physical activity at one month may be protective against worsening of PTS
score over the following three months. Compared with patients who were
inactive at one month, the adjusted odds ratio for a worsening PTS score
over the following three months for mildly to moderately active persons was
0.93 (95% CI: 0.47 to 1.87). Compared to patients who were inactive at one
month, the adjusted odds ratio for worsening PTS score for highly active
persons was 0.52 (95% CI: 0.24 to 1.15). 56% of the patients who were
active pre-DVT (n220) had returned to previous levels of physical activity,
or greater levels, within four months.
Comment: This study suggests restriction of physical activity one
month following DVT is unnecessary. Other studies have suggested that
physical activity immediately following DVT does not increase the risk of
pulmonary embolism. The overall message is that there does not appear to
be any reason to limit patients’ physical activity following an episode of
DVT. There may, in fact, be a benefit to increased physical activity following
DVT.
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